
HIV ðWhere we are now?

And where we want to be?
Jessica Leston

HIV/STI/HCV Clinical Programs Manager
Northwest Portland Area Indian Health Board/ National IHS HIV Program



Overview

ÅHIV epidemiology and trends

ÅEvolution of  HIV screening recommendations

ÅPrenatal HIV screening in HIS

ÅUniversal HIV screening in IHS

ÅSpecial topics in HIV

ÅPrevention, acute HIV syndrome, PEP, PrEP, rapid testing, gaps
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New Cases of  HIV, USA, AI/AN 
(CDC surveillance, 2010-2014)

ÅApproximately 44,000 new cases/year in the USA

ÅHIV incidence among AI/AN patients has increased from 174 cases 

(7.9/100,000) in 2010 to 222 in 2014 (9.5/100,000)

Å In 2014, an estimated 84% of new HIV cases were transmitted via 

sexual contact among Men Who Have Sex with Men (MSM) 

ÅAI/AN persons living with HIV/AIDS (PLWHA) have the lowest 

proportion of  survival after 12, 24, and 36 months when compared to 

other age-matched groups 

Centers for Disease Control and Prevention. HIV Surveillance Report, 2014; vol. 26. 

http:// www.cdc.gov/ hiv/library/reports/surveillance/. Published November 2015. Accessed March 28, 2016 



Death rates

ÅDeath rates from HIV among AI/AN about half  of  Whites 1990-1998

ÅDeath rates from HIV among AI/AN about double Whites 1999-2008

ÅLate Diagnosis, poor linkage to care possible factors for change

Death Rates From Human Immunodeficiency Virus and Tuberculosis Among American 

Indians/Alaska Natives in the United States, 1990ð2009

Reilley, B., Bloss, E., Byrd, K. K., Iralu, J., Neel, L., & Cheek, J. (2014). Death rates from human 

immunodeficiency virus and tuberculosis among American Indians/Alaska Natives in the United 

States, 1990ð2009. American journal of  public health, 104(S3), S453-S459.



Main Transmission routes, Indian Country



Terminology

Diagnostic testing: performing 
an HIV test based on clinical 
signs or symptoms

Targeted testing: performing 
an HIV test on 
subpopulations of  persons at 
higher risk based on 
behavioral, clinical or 
demographic characteristics

Screening: performing an HIV 
test for all persons in a 
defined population

Opt-out screening: perfroming
an HIV test after totifing the 
patient that the test will be 
done; consent is inferred 
unless patient declines



Screening-

When is it the best course of  action?

ÅDisease is often asymptomatic 

ÅEarly detection bestows benefits on patient (and community in 

infectious disease)

ÅTest is reliable, noninvasive, inexpensive

ÅScreening does not replace risk-based testing/clinical judgment



HIV Screening ð1996

ÅAntibody test developed 1996

ÅNo effective treatment

ÅBlood donors screened universally

ÅTransfusion-related HIV effectively stopped



HIV Screening ð2001

ÅClinical trials show dramatic decrease in mother to child transmission 

with antiretroviral drug reduces transmission from 15% to 8%.  In 

conjunction with other interventions (caesarean section, no 

breastfeeding), transmission reduced to 1-2%

ÅPrenatal HIV screening recommended.  Mother to child transmission 

effectively stopped for women reaching prenatal care.



Screening in Pregnancy

ÅOpt-out rapid testing with option to decline for women with 

undocumented HIV status in L&D

Å Initiate ARV prophylaxis on basis of  rapid test result

ÅRapid testing of  newborn recommended if motherõs status unknown at 

delivery

Å Initiate ARV prophylaxis within 12 hours of  birth on basis of  rapid test 

result



HIV Screening ð2006

ÅNational recommendation for at least one HIV test for 13-65 y.o. 

(CDC) or 15-64 (USPSTF)

ÅHIV can be effectively treated/managed as a chronic disease

ÅMost patients do not disclose risk, have no symptoms

ÅDiscovery of  serostatusreduces risky behavior

ÅAdherence to treatment/low viral load stops transmission



Missed Opportunities: South Carolina

Å4,315 reported HIV cases

Å3,157 (73%) made 20,271 

health-care visits prior to their 

first positive HIV test

ÅDiagnosis codes at 15,648 

(77%) of  prior visits would not 

have prompted an HIV test

MMWR 55:47, December 1, 2006

Å1,784 (42%) developed AIDS 

within 1 year

Å1,302 (73%) made 7,988 previous 

health-care visits (median 4 per 

patient) 

Å6,303 (79%) were visits to 

emergency departments

ÅDiagnosis codes for 6,277 (79%) 

of  prior visits would not have 

prompted an HIV test



National Screening Guidance

CDC   2006 ðScreen all Americans age 13-64

American College of Physicians  2008 ðScreen all Americans age 13 and above

American Academy of Pediatrics 2011 ðScreen age 16-18 if  prevalence >  0.1%

US Preventive Service Task force  2012 ðScreen all Americans age 15-65



Routine, voluntary HIV screening for all

ÅPersons 13-64 in health care settings, not based on risk

ÅAll patients with TB or seeking treatment for

ÅSTDs should be screened for HIV

ÅRepeat HIV screening of  persons with known risk at least annually



Screening is voluntary

Å Inform patients orally or in writing (general medical consent) that HIV 

testing will be performed unless they decline.

ÅArrange access to care, prevention, and support services for patients 

with positive HIV test results



Mortality and HAART Use Over Time

HIV Outpatient Study, CDC, 1994-2003
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Screening: HIV vs Cervical Cancer
HIV Cervical Cancer

Annual new cases 56,300 11,270

Deaths 15,564 4,070



Case Study 1

ÅFemale, 35 y.o. in 15 year monogamous relationship

ÅComplained of  persistent headache, generalized weakness

ÅRecent asthma and diabetes diagnosis

ÅLabs show elevated glucose



Case Study (conõt)

ÅOver next 6 months patient had 10 more visits

ÅPersistent headache, weakness

ÅER multiple times, clinic visits,  external hospital overnight admission

ÅWorkups revealed nothing notable



Case Study (conõt)

ÅPatient diagnosis:

ÅPain seeking behavior

ÅDepression

ÅNon-compliant with medical recommendations



Case Study (conõt)

ÅSeven months after onset of  symptom, patient referred to external 

neurologist consult

ÅDiagnosis from neurologist 

ÅCryptococcalmeningitis resulting from AIDS 



HIV Screening - Recap

ÅGoal of  new CDC recommendations to increase number who know HIV+ 
status

Å People do not perceive risk

Å Clinicians do not offer test

ÅStigma more with òidentifiedó risk and infection less so with testing itself

Å Knowing HIV+ status can reduce transmission by:                       

ÅBehavior change

ÅAddressing Co-morbidity

ÅReducing viral load
MMWR 55:1 -7, 2006

Inungu J. AIDS  Patient Care STDs 16:293, 2002 



HIV Screening Trends



HIV Ever Screened, 13-64 y.o., IHS, 

2011-2015
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HIV Ever Screened, 13-64 y.o. 
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Implementation of  National HIV Screening 

Recommendations in the Indian Health Service
Journal of  the International Association of  Providers of  AIDS Care (JIAPAC)(2015)

Results: A total of  51 (84%) of  61 facilities were interviewed. In univariate analysis, factors 

that were correlated with higher rates of  HIV screening were having an HIV screening 

standing order (unadjusted odds ratio [UOR] 8.7, 95% confidence interval [CI] 2.0-37.3), 

sexually transmitted disease (STD) screening standing order (UOR 5, CI 1.1-21.7), having 

an HIV ECR in place for a year or longer (UOR 10.2, CI 2.8-37.5), and inclusion of both 

providers and nurses in offering HIV screening (UOR 4.8, CI 1.4-16.7). In multivariate 

analysis, ECRs (adjusted odds ratio [AOR] 9.1, 95% CI 1.8-45.1) and STD standing orders 

(AOR 7.4, 95% CI 1.1-51.0) remained significantly associated with higher HIV screening. 

Conclusion: Policy and practice interventions such as ECRs and standing order/testing 

policies and delegation of screening are correlated with high HIV screening, are scalable 

across health networks, and will be used for improving other infectious disease screening 

indicators in such as STD and hepatitis C. 



Clinical Reminder Impact, 
POR Area Clinic





Patient flow

ÅHIV testing included as part of  general medical consent

ÅHIV test offered as part of  national, age-based recommendation

ÅHIV test offered by nurse as with many other screenings

ÅPatient can ask questions or decline





Special Topics 

More evidence based HIV prevention 

strategies: 

Å HIV testing ṉ

Å STI screening and testing 

Å Condom access and 

distribution 

Å Media Campaigns

Å Health education and risk 

Reduction Counseling

Å Needle and syringe exchange 

Å ART for prevention

Å Post-exposure prophylaxis 

(PEP)

Å Pre-exposure prophylaxis 

(PrEP)



STI Screening

ÅChlamydia (CT) Measure in RPMS

ÅGonorrhea often bundled with CT

ÅSyphilis

ÅHIV follow up of  STI+ patient Measure in RPMS

ÅHCV although rarely sexually transmitted Measure in RPMS



Condom Access



Prevention ðSocial Media



Prevention - HIV 101 Flip Chart



Open a dialogue about sexual health ðand 

health education/risk reduction counseling

ÅGet to know your patient and her/his risk(s)

ÅAsk lots of  embarrassing questions

ÅEducate about sign and symptoms of  STI/HIV

ÅDonõt forget about drug use around sex

ÅDonõt forget about shared drug paraphernalia



Quick Tips

ÅAvoid preface statements before inquiring

ÅMake sure definition of òsexually activeó is clear

ÅItõs OK to use colloquial terminology

ÅStandard brief  history:

ÅDo you have sex with men, women or both?

ÅFor MSM: Do you top, bottom, or both?

ÅAre you in a relationship with anyone?

ÅDo you have sex with anyone else?

ÅHow often do you use condoms foré?



Needle and Syringe Exchange



Post Exposure Prophylaxis (PEP)

ÅThe use of  therapy to prevent infection following exposure to pathogen

ÅTypes of  exposure include: percutaneous (needlestick), splash, bite, 
sexual

ÅFor health-care workers, PEP is commonly considered for exposures to 
HIV and HBV

ÅExposures common ð56 documented cases of  HCW contracting HIV 
from exposures; 138 other possible cases*

ÅArea of  considerable concern but little data*

*MMWR June 29, 2001 / 50(RR11);1-42



Warmline PEP

ÅVia University of  California San Francisco

ÅCall for a Phone Consultation

Å (888) 448-4911

9 a.m. ð2 a.m. EST,

Seven days a week



Acute HIV

Å 40-90% develop symptoms of  Acute HIV

Å Signs and symptoms typically begin 1-4 weeks following exposure

Å 50%-90% with symptoms seek medical care

ÅOf those diagnosed with Acute HIV, 50% of  patients seen at least 3 times 
before diagnosis

Kahn et al, NEJM 1998

Weintrob et al, Arch Int Med 2003



Clinical Syndrome of  Acute HIV

ÅProviders considered acute HIV for 16% of patients who sought care

ÅEstimated Prevalence:

Å1% of persons with symptoms and Ó 1 risk factor

Å0.66% of  ambulatory visits for fever (age 13-54)

Å0.5% of  ambulatory visits for rash (age 13-54)

ÅCommon Mis-diagnoses: mononucleosis, rocky mountain spotted fever, 

strep, influenza, òviral illness,ó secondary syphilis



What is Pre-Exposure Prophylaxis 

(PrEP)?

Pre-exposure prophylaxis 

Use of  anti-HIV medications before an exposure, to reduce the risk of  becoming 
infected

Tenofovir is the most studied agent for PrEP

Å Pharmacokinetics allow infrequent dosing

Å Few drug-drug interactions

Å Safe and well tolerated

Å Resistance less likely







CDC PrEP Guidance: 

For Whom Is PrEPRecommended? 
Daily oral PrEP is recommended for adults at substantial risk of acquiring HIV 

infection: 

ÅSexually active MSM

ÅHeterosexually active men and women

ÅInjection drug users

CDC. Pre-exposure Prophylaxis for the Prevention of HIV Infection in the United States: A Clinical Practice Guideline. Section: Summary of Guidance for PrEP Use. May 2014. 

www.cdc.gov/hiv/pdf/guidelines/PrEPguidelines2014.pdf. Accessed 2/26/15.

MSM Heterosexual Women and Men IDUs 

Detecting substantial 

risk of acquiring HIV 

infection

ÅHIV-positive sexual partner 

ÅRecent bacterial STI 

ÅHigh number of sexpartners 

ÅHistory of inconsistent or no condom

use 

ÅCommercial sex work

ÅHIV-positive sexual partner 

ÅRecent bacterial STI 

ÅHigh number of sex partners 

ÅHistory of inconsistent or no condom use 

ÅCommercial sex work 

ÅIn high-prevalence area or network

ÅHIV-positive injecting partner 

ÅSharing injection equipment 

ÅRecent drug treatment (but 

currently injecting) 



PrEP

Åhttp://www.cdc.gov/hiv/pdf/guidelines/PrEPguidelines2014. pdf

ÅStudies have shown that PrEP reduces the risk of  getting HIV from sex 
by more than 90% when used consistently. Among people who inject 
drugs, PrEP reduces the risk of  getting HIV by more than 70% when 
used consistently.

ÅDaily dose of  Truvada, adherence is key, not a Plan B type of  
intervention

ÅDiabetes analogy:  exercise and diet preferable intervention, but 
medication is also an essential response from provider

http://www.cdc.gov/hiv/pdf/guidelines/PrEPguidelines2014.pdf


PrEP

ÅCurrently there are more questions than answers ðThat is ok

ÅPrEP has enormous potential as a part of  our prevention toolkit

Å If:

ÅWe are able to easily identify those at highest risk

ÅCost issues are addressed

ÅIt is made part of  a spectrum of  prevention services



Rapid testing

ÅMany options, easy to use, CLIA waived, POC

ÅMost SUs using conventional testing due to 

ease of  bundling with other routine serum tests

ÅCommunity based testing, PEP situations, last 

minute prenatal patients, patient with low 

probability of  returning for results,  are 

examples of  special situations that may be best 

suited to rapid testing

ÅOther rapid testing options: HCV, Syphilis 


